T HE less obvious diseases occurring in the aged are often overlooked in clinical practice and have been given little mention in medical literature. Atrial septal defect has a high incidence in youth and middle age. Among individuals over the age of 50 it is the most common major congenital defect.' 
T HE less obvious diseases occurring in the aged are often overlooked in clinical practice and have been given little mention in medical literature. Atrial septal defect has a high incidence in youth and middle age. Among individuals over the age of 50 it is the most common major congenital defect.' The refinement of diagnostic criteria is made imperative by the fact that rapidly progressive cardiac failure (of relatively recent origin) may occur in cases with atrial septal defeet over the age of 60. Ellis has shown that such individuals may be successfully operated upon, with closure of the defects, and syinptomatic improvement.2 In the aged a well-defined clinical picture is often present, and may be seen with minimal impairment of cardiac function and no significant cardiac symlptoms.
In view of these considerations we are presenting the clinical and pathologic findings inl two cases over the age of 70. One of these survived to the age of 84 years, and is the oldest case of atrial septal defect yet reported. W\e have combined the findings in these two easles witl those in 16 The history of repeated attacks of bronchopneumonia in four of the group has been noted as common in atrial septal defect and attributed to the susceptibility of the hyperemic lung to minor upper respiratory infections." 20 Successful treatment of bronchopneumonia with antibiotics may in part be responsible for the prolonged survival of some of our cases, particularly case 1, in which at least five attacks were observed in 7 years.
The occurrence of angina in four of the group, a symptom not reported in young and middle-aged persons with atrial septal defects. may be attributed to coronary artery sclerosis in the presence of marked right ventricular hypertrophy.
The occurrence of dyspnea of many years' duration before the onset of overt congestive heart failure in 10 of the group has been noted as a common finding in atrial septal defect at all ages, and is attributed to the reduced air space in the lungs due to the excessive occupation of space by hyperemic blood vessels secondary to greatly increased pulmonary blood floW.2'
Cyanosis of appreciable duration and intensity was noted in only two cases. We have not considered significant the description of slight cyanosis in pre-terminal cases with associated mitral stenosis and in severe congesCirculation, Volume XXIII, May 1961 Figure 1 Case 1. Chest film of 84-year-old man, July 7, 1952, tive heart failure as described in the aged cases of Askey and Kahler8 and Espino Vela.13 Slight cyanosis is frequently seen in cases of uncomplicated mitral stenosis in failure and is attributable to peripheral circulatory stasis. The rarity of cyanosis is surprising, since Campbell 's group'8 found a considerable incidence of central cyanosis in their cases in the fourth and fifth decades of life. It may be attributed to pulmonary hypertension not sufficient to cause a reversal of the principal atrial shunt to a right-to-left direction. Ellis and associates2 noted no case over 60 years of age with a predominant rightto-left shunt.
In the case of Erickson and Willius,12 cyanosis may be attributed to the huge size of the atrial septal defect, with a consequent pooling of atrial blood and marked bidirectional shunting. 22 Persistent cyanosis in our case 2 may have been due to long-standing heart failure and to anomalous pulmonary venous drainage into the right atrium. Campbell Blood pressure determinations were available in 14 of the 18 cases. The pulse pressure exceeded 40 in all but two, and in eight systolic and diastolic hypertension was present. In younger cases a pulse pressure over 40 is rare and the systolic pressure rarely exceeds 120. Even lower levels are found in children.18
These differences may be accounted for by the increased incidence of hypertension in the aged and changes in aortic elasticity with aging could yield the widened pulse pressures.
Right bundle-branch block, complete or incomplete, is common in atrial septal defect and was present in almost all of these aged cases with defects of significant size, i.e., over 1 cm. in diameter. This has been attributed to diastolic overload of the right ventricle or to hypertrophy of the crista supraventricularis.
In all cases the chest roentgenograms showed typical findings when the defect ex- showing the arrow pointing to a 2 cm. atrial septal defect in the extreme superior portion of the interatrial septum. The probe in the fossa ovalis demonstrates a patent foramen ovale.
revealed a characteristic hilar dance in each of the three cases reported as being fluoroscoped (expansile pulsation of the pulmonary arteries spreading to their smaller branches).
In six cases without mitral stenosis and with defects of significant size, the average heart weight was 730 Gm. This far exceeds the average weight of 469 Gm. reported by Roesler28 for such cases over the age of 14 years.
In three cases complicated by mitral stenosis an average heart weight of 688 Gm. was found. Schnitker29 found the reverse, i.e., a greater average heart weight in cases with associated mitral stenosis.
At postmortem examination the findings of right ventricular hypertrophy, right atrial and pulmonary artery dilatation, and small left ventricle and aorta were similar to those found in younger cases.
The location and type of septal defect was given in 15 of the cases. Two were of the rare ostium primum type. Eleven were of the secundum type located in the area of the fossa ovalis, and two were high atrial septal defects. The two high defects were our patient 1 who survived to 84 years, and Ellis's3 patient, who reached 82 years, the two oldest cases in the literature. The defects were 2 and 2.5 cm. in diameter, respectively, which RODSTEIN, ZEMAN, GERBER The leading cause of death was the same as that found in atrial septal defect at all ages, congestive heart failure.
The coexistence of mitral stenosis in six of the group is high, considering the present opinion of the rarity of the so-called Lutembacher syndrome.13' 20, 33 Kelly and Lyons20 thought that the high incidence in the early literature probably resulted from misinterpreting the fibrous and calcific beading of the mitral leaflets as mitral stenosis. Such changes are common in elderly subjects. McGinn 
Summary and Conclusions
The clinical and pathologic findings in two cases of atrial septal defect, a male aged 84 years and a woman aged 72 years, are presented. The findings in these cases are combined with those in 16 other cases of atrial septal defect confirmed at postmortem examination, over the age of 65 years, found in the literature.
The clinical picture of atrial septal defect in the aged is sufficiently similar to that found in younger individuals to permit of a high degree of clinical accuracy of diagnosis.
The differences found between the clinical and pathologic findings in the aged and those found in younger individuals were (1) higher incidence of angina in the aged, (2) higher pulse and blood pressures in the aged, (3) an increased incidence of atrial fibrillation and flutter in the aged, (4) less frequent cyanosis in the aged, (5) a higher incidence of males in the aged, (6) heart weight much increased in the aged, and (7) a lower incidence of pulmonary hypertension in the aged.
The two oldest cases both had defects high in the atrial septum above the fossa ovalis.
What we know and what we think is not a new fountain gushing fresh from the barren rock of the unknown at the stroke of the rod of our own intellect, it is a stream which flows by us and through us, fed by the far-off rivulets of long ago. As what we think and say to-day will mingle with and shape the thoughts of men in the years to come, so in the opinions and views which we are proud to hold to-day, we may, by looking back, trace the influence of the thoughts of those who have gone before. Tracking out how new thoughts are linked to old ones, seeing how an error cast into the stream of knowledge leaves a streak lasting through many changes of the ways of man, noting the struggles through which a truth now rising to the surface, now seemingly lost in the depths, eventually swims triumphant on the flood we may perhaps the better learn to appraise our present knowledge, and the more rightly judge which of the thoughts of to-day is on the direct line of progress, carrying the truth of yesterday on to that of to-morrow, and which is a mere fragment of the hour, floating conspicuous on the surface now but destined soon to sink, and later to be wholly forgot.-SIR M. FOSTER. Lectures on the History of Physiology. London, Cambridge University Press, 1901, p. 1.
